
 
 
 
 
            

 

 
 
November 1, 2023 
 
 
TO:   All Employees 
 
FROM:  Tracy Henderlight 
 
RE:     Employee Health Coverage Options and Other Insurance Information 
 
 
This document and all attachments are being provided to inform employees of your health 
insurance options. For the plan year 12/1/2023 through 11/30/2024 the employer-sponsored health 
coverage is with United Healthcare.  
 
Employee-sponsored coverage is available to all FULL-TIME employees who work a minimum of 
30 hours per week for 121 days or more per year. Employees who meet these criteria are eligible 
to enroll in the medical plan after 30 days of employment. Once enrolled, coverage begins on the 
1st day of the month following the 30th day of employment. If enrollment is waived at initial eligibility, 
employees and dependents can enroll during the open enrollment period which is Nov 1 to Dec 15 
each year. 
 
For the 2023-24 plan year participating employees are responsible to pay 8.39% of their gross 
income for HEALTH insurance premiums up to a maximum of ½ the monthly premium which is 
$387.51/month (payroll deduction of $89.43 per week). Deductions will be recalculated quarterly 
based on average gross income for the previous calendar quarter.  

 
Examples:   

1) Employee salary $600 / week for the previous quarter: 
 $600 x 8.39% = $50.34 weekly payroll deduction for health insurance 
 
2) Employee averaged $1075 / week in commission for the previous quarter: 
 $1075 x 8.39% = $90.19 
 Max is $89.43 which would be the weekly payroll deduction for health insurance 
 
3) Employee pay $14.00/hour for 40 hours = average $560/week for the previous quarter: 
 $560 x 8.39% = $46.98 weekly payroll deduction for health insurance 
 

This does NOT apply to dental, vision or any supplemental plans and does NOT reflect premiums 
for dependent coverage. If you choose to enroll in additional plans or wish to cover dependents, 
the premiums for the additional coverage will be paid by the employee in full via additional payroll 
deduction. Etsell, Inc. will provide life insurance coverage at no cost for all participants on the 
health plan. 
 
Etsell, Inc. reserves the right to pay an additional portion of any premiums up to 100% depending 
on length of employment, management positions or other factors. 
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Etsell, Inc. also offers a Health Savings Account (HSA) option which allows employees who 
subscribe to the UHC medical plan to make pretax contributions to a Health Savings Account. The 
employee can then use the HSA to pay deductibles, copays and for certain medical supplies. For 
the calendar year 2024 employees can contribute to the HSA through pretax payroll deductions in 
any amount up to an annual maximum of $4150 for individuals under the age of 55, $5150 for 
individuals over 55, $8300 for families if covered employee is under the age of 55 or $9300 for 
families if covered employee is 55 or older. If an employee chooses to contribute to an HSA, 
please notify OpCenter for sign-up instructions. 
 
For Medicare-eligible subscribers, the prescription drug coverage available under the company’s 
group medical plan has been reviewed and found to be a non-creditable plan. Prescription 
coverage is non-creditable if the total expected paid claims for Medicare-eligible subscribers will be 
less under the group plan than total expected paid claims for the same subscriber under the 
defined standard prescription drug coverage under Medicare Part D. Each Medicare-eligible 
subscriber should review their own individual circumstances to determine their need to enroll in 
Medicare Part D. Additional information regarding Medicare can be found at www.medicare.gov. 
 
Depending on the percentage of income it costs an employee to pay their portion of the company 
group health plan premium, employees also have the option to seek insurance coverage through 
the Marketplace. The Marketplace will be managed by each state or by the federal government 
depending on the state the employee resides in. Visit www.Healthcare.gov for more information on 
eligibility, enrollment, available coverage and premiums through the Marketplace. If an employee 
purchases a qualified health plan through the Marketplace, the employee loses the employer 
contribution to any employer-sponsored health plans. 
 
All individuals are required to have minimum essential coverage, and individuals without the 
required coverage may pay a penalty assessed via tax return. 
 
Please call Operations Center with any questions.   
 
 
Thank you, 
Tracy Henderlight 
Etsell, Inc. 



 

 
 

 
New Health Insurance Marketplace Coverage    
Options and Your Health Coverage      

 

PART A: General Information 

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance : the Health 

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic 

information about the new Marketplace and employmentbased health coverage offered by your employer. 

 

What is the Health Insurance Marketplace? 

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 

Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 

for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance 

coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.  

 
Can I Save Money on my Health Insurance Premiums in the Marketplace? 

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 

your household income. 

 
Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?  

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for  

a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be 

eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does 

not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your 

employer that would cover you (and not any other members of your family) is more than 9.5% of your household income 

for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the 

Affordable Care Act, you may be eligible for a tax credit.1 

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 

employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer 

contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for 

Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax 

basis. 

 

How Can I Get More Information? 

For more information about your coverage offered by your employer, please check your summary plan description or 

contact Tracy Henderlight at the Knoxville OpCenter at (865) 588-9698. 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 

Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health 

insurance coverage and contact information for a Health Insurance Marketplace in your area.  

 
 
 
 
1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by 

the plan is no less than 60 percent of such costs. 
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PART B: Information About Health Coverage Offered by Your Employer  
This section contains information about any health coverage offered by your employer. If you decide to complete an 

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to 

correspond to the Marketplace application. 

 
3. Employer name 

 
4. Employer Identification Number (EIN) 

 
\

5. Employer address 6. Employer phone number 

 

7. City 8. State 9. ZIP code 
 
 

10. Who can we contact about employee health coverage at this job? 
 

 

11. Phone number (if different from above)   12. Email address 

 

 
Here is some basic information about health coverage offered by this employer: 

• As your employer, we offer a health plan to: 

All employees.  Eligible employees are: 

 

 

 

 

 

Some employees. Eligible employees are:  

 

 

 

 

 

• With respect to dependents: 

We do offer coverage. Eligible dependents are: 

 

 

 

 

 

We do not offer coverage. 

 

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be 

affordable, based on employee wages. 

 

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount 

through the Marketplace. The Marketplace will use your household income, along with other factors, to 

determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to 

week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed 

mid-year, or if you have other income losses, you may still qualify for a premium discount. 

 

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the 

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your 

monthly premiums. 

 

x 

x 

 

x 

 

Full-time employees who have worked at least 30 days. 

Employees are considered full-time if they work a minimum of 30 hours per week for at least 121 days per year. 

ETSELL INC   59-1672120 

139 FOX RD STE 105 865-588-9698 

KNOXVILLE TN 37922 

TRACY HENDERLIGHT 

 INFO@SHRINESERVICES.COM 

- Spouse of covered employee 
- Tennessee Code Ann. § 56-7-2302 dependent child up to age 24 provided the child is unmarried and financially dependent on the parents. 
- S.C. Code Ann. § 38-71-1330 unmarried, dependent child who is a full-time student up to age 22 if parent is covered by small group policy.                           
- S.C. Code Ann. § 38-71-350 a dependent child incapable of self-sustaining employment without regard to age. 
- Florida 627.6562 dependent child up to age 25 who lives with parent or are a student, and up to age 30 if unmarried and have no dependent child of their own. 
NOTE: An employee must have coverage on themselves to get coverage on dependents. 



 

 

The information below corresponds to the Marketplace Employer Coverage Tool.  Completing this section is optional for 

employers, but will help ensure employees understand their coverage choices. 

 

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in 
the next 3 months? 

   

Yes (Continue) 
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the 

employee eligible for coverage?     (mm/dd/yyyy) (Continue) 
No (STOP and return this form to employee) 

 
 

14.  Does the employer offer a health plan that meets the minimum value standard*? 
Yes (Go to question 15)  No (STOP and return form to employee) 

 

15.  For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include 
family plans): If the employer has wellness programs, provide the premium that the employee would pay  if  he/ she 
received the  maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on 
wellness programs. 

a. How much would the employee have to pay in premiums for this plan?  $   8.39% of gross income up to a maximum of 
$387.51 per month which is ½ the monthly premium. Recalculated each calendar quarter. 

b. How often?      Weekly      Every 2 weeks      Twice a month      Monthly      Quarterly  Yearly 
 

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't 

know, STOP and return form to employee. 

 

16. What change will the employer make for the new plan year?                               
Employer won't offer health coverage 
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan 

available only to the employee that meets the minimum value standard.* (Premium should reflect the 
discount for wellness programs. See question 15.) 

a. How much would the employee have to pay in premiums for this plan?  $                         
b. How often?      Weekly      Every 2 weeks      Twice a month      Monthly      Quarterly  Yearly 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
• An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the 

plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986) 

 

N/A 

x       

x  

 
 

 

      

 



This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Summary Plan Description (SPD), that document governs. Review your SPD for an exact description of the services and supplies that are
and are not covered, those which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare Level Funded | Tennessee | Choice Plus | HP50002575i5021B

Choice Plus plan details, 
all in one place.

Use this benefit summary to learn more about this plan’s benefits,  ways 
you can get help managing costs and how you may get more out of this 
health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care.

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

Tier 1 providers
Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.
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Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network

Annual Medical Deductible

Individual $5,000 $10,000

Family $10,000 $20,000

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.

*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar 
amount - your copay.

Annual Out-of-Pocket Limit

Individual $6,900 $20,000

Family $13,800 $40,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual 
out-of-pocket maximum amount.

For the 2000X family plans, the out-of-pocket limit is capped at $6,550 for an individual and $8,000 for family.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Preventive Care Services

Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by 
the Patient Protection and Affordable Care Act (ACA), with no 
cost-sharing to you. These services are based on your age, 
gender and other health factors. UnitedHealthcare also covers 
other routine services that may require a copay, co-insurance 
or deductible.

Includes services such as Routine Wellness Checkups, 
Immunizations, Breast Pumps, Mammography and Colorectal 
Cancer Screenings.

Office Services - Sickness & Injury

Primary Care Physician $25 copay* 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Specialist $75 copay* 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at your physician’s office. For 
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to SPD.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Urgent Care Center Services $50 copay* 50%*

Additional copays, deductible, or co-insurance may apply 
when you receive other services at the urgent care facility. For 
example, surgery and lab work.

Virtual Care Services No copay* 50%*

Network Benefits are available only when services are 
delivered through a Designated Virtual Network Provider. You 
can find a Designated Virtual Visit Network Provider by 
contacting us at myuhc.com® or the telephone number on 
your ID card. Access to Virtual Visits and prescription services 
may not be available in all states or for all groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance 50%* 50%*

Ground Ambulance 50%* 50%*

Ambulance Services - Non-Emergency Ambulance¹

Air Ambulance 50%* 50%*

Ground Ambulance 50%* 50%*

Dental Services - Accident Only 50%* 50%*

Emergency Health Care Services - Outpatient¹ $300 copay then 50%* $300 copay then 50%*

Inpatient Care

Habilitative Services - Inpatient The amount you pay is based on where the covered health care service is provided.

Hospital - Inpatient Stay¹ 50%* 50%*

Skilled Nursing Facility/Inpatient Rehabilitation Facility 
Services¹

50%* 50%*

Limited to 60 days per year.

Outpatient Care

Acupuncture Services $25 copay* 50%*

Limited to 10 treatments per year.

Habilitative Services - Outpatient

Manipulative treatment services $25 copay* 50%*

Other habilitative services 50%* 50%*

Limits will be the same as, and combined with those stated 
under Rehabilitation Services - Outpatient Therapy and 
Manipulative Treatment.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to SPD.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Home Health Care¹ 50%* 50%*

Limited to 30 visits per year.

One visit equals up to four hours of skilled care services. This 
visit limit does not include any service which is billed only for 
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing¹ 50%* 50%*

Limited to 18 Definitive Drug Tests per year.

Limited to 18 Presumptive Drug Tests per year.

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 
Diagnostic Testing¹

50%* 50%*

Major Diagnostic and Imaging - Outpatient¹ 50%* 50%*

Physician Fees for Surgical and Medical Services 50%* 50%*

Rehabilitation Services - Outpatient Therapy and Manipulative 
Treatment

Manipulative treatment services $25 copay* 50%*

Other rehabilitation services 50%* 50%*

Limited to 20 visits of Manipulative Treatments per year.

Limited to 30 combined visits of physical therapy, occupational 
therapy, speech therapy, cardiac therapy, post cochlear 
therapy, cognitive therapy and pulmonary therapy per year.

Limits are combined with Habilitative Services - Outpatient.

Surgery - Outpatient¹ 50%* 50%*

Therapeutic Treatments - Outpatient¹ 50%* 50%*

Therapeutic treatments include, but are not limited to dialysis, 
intravenous chemotherapy, intravenous infusion, medical 
education services and radiation oncology.

Supplies and Services

Diabetes Self-Management Items¹ The amount you pay is based on where the covered health care service is provided under 
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits 
Section.

Diabetes Self-Management and Training/Diabetic Eye 
Exams/Foot Care¹

The amount you pay is based on where the covered health care service is provided.

Durable Medical Equipment (DME), Orthotics and Supplies¹ 50%* 50%*

Enteral Nutrition 50%* 50%*

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to SPD.
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What You Pay for Services

Copays ($) and Coinsurance (%) for 
Covered Health Care Services

Network Out-of-Network

Hearing Aids 50%* 50%*

Limited to $5,000 every 36 months ages 18 and over.

Limited to 1 Bone Anchored Hearing Aid per lifetime.

Limited to 1 hearing aid per ear every 36 months under the 
age of 18.

Limited to a single purchase per hearing impaired ear every 36 
months.

Ostomy Supplies 50%* 50%*

Pharmaceutical Products - Outpatient 50%* 50%*

Depending on the pharmaceutical product prior authorization 
may be required.

This includes medications given at a doctor's office, or in a 
covered person's home.

Prosthetic Devices¹ 50%* 50%*

Pregnancy

Pregnancy - Maternity Services¹ The amount you pay is based on where the covered health care service is provided except that 
an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is 
the same as the mother's length of stay.

Mental Health Care & Substance Related and 
Addictive Disorder Services

Inpatient 50%* 50%*

Outpatient $75 copay* 50%*

Partial Hospitalization 50%* 50%*

Limited to 60 days combined for residential treatment facility 
and skilled nursing facility per year.

Other Services

Cellular and Gene Therapy The amount you pay is based on where the covered health care service is provided.

For Network Benefits, Cellular or Gene Therapy services must 
be received from a Designated Provider.

Clinical Trials¹ The amount you pay is based on where the covered health care service is provided.

Gender Dysphoria¹ The amount you pay is based on where the covered health care service is provided or in the 
Prescription Drug Benefits Section.

Hospice Care¹ 50%* 50%*

Reconstructive Procedures¹ The amount you pay is based on where the covered health care service is provided.

Transplantation Services 50%* Not covered

Coverage is only available when services are performed at a 
Centers of Excellence facility, except for cornea transplants.

*After the Annual Medical Deductible has been met.
¹Prior Authorization Required. Refer to SPD.
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Here’s an example of how the plan’s costs come into play.

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

  . Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

  . Choose  Search for a health plan.

  . Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.
Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

  . Go to welcometouhc.com > Benefits > Pharmacy Benefits.

  . Select Advantage to view the medications that are

     covered under your plan.

Access your plan online.
With myuhc.com®,  you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.
When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.
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Other important information about your benefits.
Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your SPD for an exact description  of the services and supplies
that are covered, those which are excluded or limited, and other terms and conditions of coverage.
• Bariatric Surgery 
• Cosmetic Surgery
• Dental Care (Adult)
• Infertility Treatment
• Long-Term Care
• Non-emergency care when traveling outside the U.S.
• Private-Duty Nursing
• Routine Eye Care (Adult)
• Routine Foot Care
• Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at a retail Network Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The Network Pharmacy’s Usual and Customary Charge for the Prescription Drug Product; and 3)
The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from a mail order Network Pharmacy, you are
responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge for that
Prescription Drug Product. For an out-of-Network Pharmacy, your reimbursement is based on the Out-of-Network Reimbursement Rate, and you are
responsible for the difference between the Out-of-Network Reimbursement Rate and the out-of-Network Pharmacy’s Usual and Customary Charge.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy,  an out-of-Network
Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide
those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from
the Designated Pharmacy, the Prescription Drug Product is not eligible for benefits .

Certain Preventative Care Medications may be covered at zero costshare. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by a mail order Network Pharmacy . The Outpatient Prescription Drug
Schedule of Benefits will tell you how mail order Network Pharmacy  supply limits apply. Please contact us at myuhc.com or the telephone number
on your ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to obtain your Prescription Drug
Product through a mail order Network Pharmacy .
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Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your SPD for additional exclusions and limitations that may apply.

• A Pharmaceutical Product for which Benefits are provided in your Summary Plan Description.
• A Prescription Drug Product with either: an approved biosimilar, a biosimilar and Therapeutically Equivalent to another covered Prescription Drug
Product.
• Any Prescription Drug Product to the extent payment or benefits are provided or available from the local, state or federal government (for
example, Medicare).
• Any product dispensed for the purpose of appetite suppression or weight loss.
• Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, and prescription
medical food products even when used for the treatment of Sickness or Injury, except as required by state mandate.
• Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and placed on a tier by our PDL Management
Committee.
• Certain Prescription Drug Products for tobacco cessation.
• Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available.
• Certain Prescription Drug Products that are FDA approved as a package with a device or application, including smart package sensors and/or
embedded drug sensors.
• Certain compounded drugs.
• Diagnostic kits and products.
• Drugs available over-the-counter.
• Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.
• Durable Medical Equipment, including insulin pumps and related supplies for the management and treatment of diabetes, for which Benefits are
provided in your Summary Plan Description. Prescribed and non-prescribed outpatient supplies. This does not apply to diabetic supplies and
inhaler spacers specifically stated as covered.
• Experimental or Investigational or Unproven Services and medications.
• General vitamins, except Prenatal vitamins, vitamins with fluoride, and single entity vitamins when accompanied by a Prescription Order or Refill.
• Medications used for cosmetic purposes.
• Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.
• Prescription Drug Products when prescribed to treat infertility.
• Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the definition of a
Covered Health Care Service.
• Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.
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UnitedHealthcare does not treat members differently because  
of sex, age, race, color, disability or national origin. 
If you think you weren’t treated fairly because of your sex, age, race, color, 
disability or national origin, you can send a complaint to the Civil Rights 
Coordinator:
Online: UHC_Civil_Rights@uhc.com
Mail:  Civil Rights Coordinator 

UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out about 
it. A decision will be sent to you within 30 days. If you disagree with the 
decision, you have 15 days to ask us to look at it again. 
If you need help with your complaint, please call the toll-free phone  
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m. 
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and 
Human Services. 
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at:  
http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services,  
200 Independence Avenue, SW Room 509F, HHH Building Washington, 
D.C. 20201 
We provide free services to help you communicate with us such as letters 
in others languages or large print. You can also ask for an interpreter. To 
ask for help, please call the toll-free member phone number listed on your 
health plan ID card.

ATTENTION: If you speak English, language assistance services, free of 
charge, are available to you. Please call the toll-free phone number listed 
on your identification card.

Administrative services provided by United HealthCare Services, Inc. or their affiliates, and UnitedHealthcare Service LLC in NY. Stop-loss 
insurance is underwritten by UnitedHealthcare Insurance Company or their affiliates, including UnitedHealthcare Life Insurance Company 
in NJ, and UnitedHealthcare Insurance Company of New York in NY.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 – 12/31/2023
Choice Plus  HP50002575i5021B  UnitedHealthcare Level Funded Coverage For: Family | Plan Type: HSA POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-877-797-8812 or visit 

myuhc.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms
see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-877-797-8812 to request a copy. 

Important Questions Answers Why This Matters:
What is the overall 
deductible?

Network: $5,000 Individual / $10,000 Family
Out-of-Network: $10,000 Individual / $20,000 Family
per year.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive Care Services is covered before you
meet your deductible.

This plan covers some items and services even if you haven’t yet met the annual 
deductible amount. But a copayment or coinsurance may apply.
For example, this plan covers certain preventive services without cost-sharing and
before you meet your deductible. See a list of covered preventive services at www.
healthcare.gov/coverage/preventive-care-benefits/.

Are there other 
deductibles for specific
services?

No. You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan? 

Network: $6,900 Individual / $13,800 Family
Out-of-Network: $20,000 Individual / $40,000 Family
per year.

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the  out-of-pocket limit?

Premiums, balance-billing charges, health care this 
plan doesn’t cover and penalties for failure to obtain 
preauthorization for services.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

Will you pay less if you
use a network provider?

Yes. See myuhc.com or call 1-877-797-8812 for a list
of network providers.

This plan uses a provider network. You will pay less if you use a provider in the 
plan's network. You will pay the most if you use an out-of-network provider, and you
might receive a bill from a provider for the difference between the provider’s charge
and what your plan pays (balance billing). Be aware, your network provider might
use an out-of-network provider for some services (such  as lab work). Check with
your provider before you get services.

Do you need a referral to
see a specialist?

No You can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

If you visit a
health care 
provider’s office
or clinic

Primary care visit
to treat an injury
or illness

$25 copay per visit 50% coinsurance Virtual Visits - 0% coinsurance by a Designated Virtual 
Network Provider.
If you receive services in addition to office visit, additional 
copays or coinsurance may apply e.g. surgery.

Specialist visit $75 copay per visit 50% coinsurance If you receive services in addition to office visit, additional 
copays or coinsurance may apply e.g. surgery.

Preventive care/
screening/
immunization

No Charge 50% coinsurance You may have to pay for services that aren’t preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for.

If you have a test Diagnostic test (x-
ray, blood work)

50% coinsurance 50% coinsurance Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.

 Imaging (CT/PET
scans, MRIs)

50% coinsurance 50% coinsurance Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 2 of 7



Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

If you need drugs
to treat your
illness or
condition
More information
about prescription
drug coverage is
available at myuhc.
com

Tier 1 - Your
Lowest Cost
Option

Retail: $10 copay 
Mail-Order: $25 copay 

Specialty Retail: $10 copay

Retail: $10 copay 
Specialty Retail: $10 copay

Provider means pharmacy for purposes of this section.
Retail: Up to a 90 day supply.
Mail-Order: Up to a 90 day supply.
Specialty: Up to a 31 day supply.
Specialty drugs are not covered through mail order.
One retail copay applies per 31-day retail prescription.
You may need to obtain certain drugs, including certain 
specialty drugs, from a pharmacy designated by us. Certain
drugs may have a preauthorization requirement or may result
in a higher cost. If you use an out of network pharmacy, you
may need to pay the cost up front, submit for reimbursement,
and may be responsible for any amount over the allowed
amount.
Certain preventive medications (including certain
contraceptives) and the List of Zero Cost Share Medications
are covered at No Charge.
See the website listed for information on drugs covered by
your plan. Not all drugs are covered. You may be required to
use a lower-cost drug(s) prior to benefits under your policy
being available for certain prescribed drugs.
If a dispensed drug has a chemically equivalent drug at a
lower tier, the cost difference between drugs in addition to
any applicable copay and/or coinsurance may be applied.
Prescription drug costs are subject to the annual deductible.
Network deductible will be applied to the out-of-network 
provider and applies to the Network out-of-pocket limit.

Tier 2 - Your Mid-
Range Cost
Option

Retail: $35 copay 
Mail-Order: $87.50 copay 

Specialty Retail: $150 copay

Retail: $35 copay 
Specialty Retail: $150 copay

Tier 3 - Your Mid-
Range Cost
Option

Retail: $70 copay 
Mail-Order: $175 copay 

Specialty Retail: $350 copay

Retail: $70 copay 
Specialty Retail: $350 copay

Tier 4 - Your
Highest Cost
Option

Retail: $150 copay 
Mail-Order: $375 copay 

Specialty Retail: $500 copay

Retail: $150 copay 
Specialty Retail: $500 copay

If you have
outpatient surgery

Facility fee (e.g.,
ambulatory
surgery center) 

50% coinsurance 50% coinsurance Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 3 of 7



Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

 Physician/
surgeon fees

50% coinsurance 50% coinsurance None

If you need
immediate
medical attention 

Emergency room
care

$300 copay per visit then 50%
coinsurance

*$300 copay per visit then
50% coinsurance

*Network deductible applies.

Emergency
medical
transportation

50% coinsurance *50% coinsurance *Network deductible applies.

Urgent Care $50 copay per visit 50% coinsurance Virtual Visits - 0% coinsurance by a Designated Virtual 
Network Provider.
If you receive services in addition to Urgent care visit,
additional copays or coinsurance may apply e.g. surgery.

If you have a
hospital stay

Facility fee (e.g.,
hospital room)

50% coinsurance 50% coinsurance None

 Physician/
surgeon fees

50% coinsurance 50% coinsurance None

If you need mental
health, behavioral
health, or
substance abuse
services

Outpatient
services

$75 copay per visit 50% coinsurance Network Partial hospitalization/intensive outpatient treatment:
50% coinsurance

Inpatient services 50% coinsurance 50% coinsurance None

If you are
pregnant

Office Visits Primary Care Visit: $25 copay
per visit 

Specialist Visit: $75 copay per
visit

50% coinsurance Cost sharing does not apply for preventive services. 
Depending on the type of services, coinsurance may apply.
Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound).

 Childbirth/delivery
professional
services

50% coinsurance 50% coinsurance

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 4 of 7



Common Medical
Event

Services You
May Need

What You Will Pay Limitations, Exceptions, & Other Important Information
Network Provider (You will

pay the least)
Out-of-Network Provider
(You will pay the most)

 Childbirth/delivery
facility services

50% coinsurance 50% coinsurance None

If you need help
recovering or
have other special
health needs

Home health care 50% coinsurance 50% coinsurance Limited to 30 visits per year. 
Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

Rehabilitation
services

50% coinsurance 50% coinsurance 30 combined visits per year for rehabilitation and habilitative
services. Includes physical therapy, speech therapy,
occupational therapy, cardiac rehabilitation therapy,
pulmonary rehabilitation therapy.

Habilitative
services

50% coinsurance 50% coinsurance

Skilled nursing
care

50% coinsurance 50% coinsurance Limited to 60 days per year, combined with inpatient
rehabilitation and residential treatment.  
Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

Durable medical
equipment

50% coinsurance 50% coinsurance Preauthorization is required out-of-network for DME over
$1,000 or benefit reduces to 50% of allowed amount.

Hospice services 50% coinsurance 50% coinsurance Preauthorization is required out-of-network before admission
for an Inpatient Stay in a hospice facility or benefit reduces to
50% of allowed amount.

If your child needs
dental or eye care

Children’s eye
exam

Not Covered Not Covered No coverage for Children’s eye exams.

Children’s
glasses

Not Covered Not Covered No coverage for Children’s glasses.

Children’s dental
check-up

Not Covered Not Covered No coverage for Children’s dental check-up.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 5 of 7



Excluded Services & Other Covered Services: 
Services Your Plan Generally Does NOT Cover (Check your policy  or plan document for more information and a list of any other excluded services.)

• Bariatric surgery
• Cosmetic Surgery
• Dental Care
• Glasses

• Infertility Treatment
• Long Term Care
• Non-emergency care when traveling outside -

the US

• Private duty nursing
• Routine Eye Care
• Routine foot care - Except as covered for Diabetes

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
• Acupuncture Services - 10 visits per  year • Chiropractic (manipulative care) - 20 visits per 

year
• Hearing aids - Limited to $5,000 every 36 Months

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at
1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit  www.HealthCare.gov or call 1-800-318-2596.
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact: the Member Service number listed on the back of your ID card or myuhc.com or the Employee Benefits Security Administration at 1-866-444-3272 or dol.gov/
ebsa/healthreform.
Additionally, a consumer assistance program can help you file your appeal. Contact the Tennessee Department of Commerce & Insurance at 800-342-4029 or visit www.
tn.gov/commerce/consumer-services.html. 
Does this plan provide Minimum Essential Coverage?  Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage.  If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.
Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-877-797-8812. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-797-8812. 

1-877-797-8812.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-797-8812.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at myuhc.com. Page 6 of 7



About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital

delivery)
 

Managing Joeõs type 2 Diabetes
(a year of routine in-network care of a well-

controlled condition)
 Miaõs Simple Fracture

(in-network emergency room visit and follow up care)

The planõs overall deductible  pre-nat $5,000  The planõs overall deductible  pre-nat $5,000  The planõs overall deductible  pre-nat $5,000  
Specialist copay  pre-nat $75  Specialist copay  pre-nat $75  Specialist copay  pre-nat $75  
Hospital (facility) coinsurance  pre-nat 50%  Hospital (facility) coinsurance  pre-nat 50%  Hospital (facility) coinsurance  pre-nat 50%  
Other coinsurance  pre-nat 50%  Other coinsurance  pre-nat 50%  Other coinsurance  pre-nat 50%  

This EXAMPLE event includes services like:
Specialist office visits  (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

This EXAMPLE event includes services like:
Primary care physician office visits  (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost     pre-nat $12,700  Total Example Cost     pre-nat $5,600  Total Example Cost     pre-nat $2,800  
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing  Cost Sharing  Cost Sharing  
Deductibles  pre-nat $5,000  Deductibles  pre-nat $1,700  Deductibles  pre-nat $2,800  
Copayments  pre-nat $0  Copayments  pre-nat $0  Copayments  pre-nat $0  
Coinsurance  pre-nat $1,900  Coinsurance  pre-nat $0  Coinsurance  pre-nat $0  

What isnèt covered   What isnèt covered   What isnèt covered   
Limits or exclusions  pre-nat $60  Limits or exclusions  pre-nat $0  Limits or exclusions  pre-nat $0  
The total Peg would pay is     pre-nat $6,960  The total Joe would pay is     pre-nat $1,700  The total Mia would pay is     pre-nat $2,800  

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7



We do not treat members differently because of sex, age, race, color, disability or national origin. 

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil 
Rights Coordinator. 
Online: UHC_Civil_Rights@uhc.com 
Mail:  Civil Rights Coordinator.  UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130 

You must send the complaint within 60 days of when you found out about it.  A decision will be sent to you within 30 days.  If you disagree with 
the decision, you have 15 days to ask us to look at it again.   
If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, 
Monday through Friday, 8 a.m. to 8 p.m.  

You can also file a complaint with the U.S. Dept. of Health and Human Services.  
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD) 
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To 
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 
8 p.m.   






